Background: In Australia, maternity care is available through universal coverage and a parallel, competitive private health insurance system. Differences between sectors in antenatal and intrapartum care and associated outcomes are well documented but few studies have investigated differences in postpartum care following hospital discharge and their impact on maternal satisfaction and confidence. Methods: Women who birthed in Queensland, Australia from February to May 2010 were mailed a self-report survey 4 months postpartum. Regression analysis was used to determine associations between sector of birth and postpartum care, and whether postpartum care experiences explained sector differences in postpartum well-being (satisfaction, parenting confidence and feeling depressed).
Background
Like many other high-income welfare states such as Canada, the UK and the Netherlands, maternity care in Australia is available through a system of universal health coverage available to all citizens [1] . However, Australia is distinctive in its parallel private health insurance system which operates alongside and in competition with the public sector [1] [2] [3] [4] [5] . Approximately 71% of women use the public sector [6] where they receive either midwifery or medically led care. The remaining 29% choose to birth in private facilities under the care of a private obstetrician.
In recent years, a range of government policies and direct subsidies to insurers have increased the proportion of women whose maternity care is provided within the private sector [2] [3] [4] 7 ] from 25.4% in 2000 [8] to 29 .0% in 2011 [6] . These policies have been criticised as costly and inequitable, favouring the most affluent segments of the Australian population and those in metropolitan areas [3, [9] [10] [11] [12] . They have also stratified maternal and neonatal outcomes in Australia [6, 7, 13, 14] . Compared with women who birth in public facilities, women who birth in private facilities have higher rates of instrumental delivery, caesarean birth, induction of labour, episiotomy and epidural analgesia [7, [15] [16] [17] [18] .
Length of hospital stay after birth also varies by sector. The median length of stay is 4 days in the private sector and 2 days in the public sector [6] . However, the substantial literature on the effects of sector on maternity care has tended to stop at the hospital door, with little research into the implications of sector on women's experiences following discharge [14] . One study found a higher prevalence of depressive symptoms at 6-8 weeks postpartum among women who had birthed in public hospitals, although this association may be confounded by lower income and educational levels [19] .
Australian women report high levels of dissatisfaction, unmet needs and confusion about where to get help as they transition to motherhood [20] [21] [22] [23] [24] . New mothers, especially first-time mothers, also report a lack confidence in their ability to care for their baby [25] .
In Australia, post-birth care in the community is shaped by both sector and geographic location. While the Australian Government provides much of the funding for health care and determines national policy, the six State and two Territory governments have responsibility for the provision and ongoing management of health services within their jurisdictions [26] . Community based postbirth care may be provided by caseload midwives [27] or domiciliary midwives employed by birthing facilities, by private midwifery services, by general practitioners (GPs), and/or by child and family health nursing services (CFHNs) routinely available to all pregnant women, new mothers, children, and their families [28] . The reach of these services and the level of coordination between them varies greatly across and within jurisdictions. Specialist obstetric and paediatric services are rarely accessed before six weeks postpartum, and then only by some women who birth in the private sector.
In the State of Queensland, although publically funded, universal postpartum care is available through CFHNs, access varies greatly [22, 29] . In 2008, the Queensland Health department established the Universal Postnatal Contact Services program (UPNCS). This program aimed to provide universal follow-up of new mothers shortly after hospital discharge (either by telephone or home visiting) and improve access to community-based, drop-in centres. However, private health services were not included and public services implemented the program inconsistently across the State [30] .
To date there is limited published research on how postpartum care in the community (after discharge from hospital) is provided to Australian women and if their experiences vary across sectors. A qualitative study of Queensland women suggests that women who birth in the private sector are less likely to be given information about community follow-up and often feel abandoned and confused on leaving hospital [31] . However, it is unknown if these findings translate to poorer outcomes for women in the private sector.
Our study aimed to determine: 1. associations between sector of birth facility and community postpartum care, 2. associations between sector of birth facility and satisfaction with postpartum care, parenting confidence, and feeling depressed after birth, and 3. whether differences in postpartum care explain any differences found in satisfaction with care or in parenting confidence between women who gave birth in public and private sector facilities in Queensland.
Methods

Participants and procedure
Participants were women who completed the Having a Baby in Queensland 2010 Survey, a cross-sectional retrospective self-report survey of women birthing in Queensland, Australia. All women who: 1. had a live single or multiple birth in Queensland from 1st February to 31st May 2010; 2. did not have a neonatal death; and, 3. had an accurate mailing address in their Queensland Registry of Births, Deaths and Marriages records, were mailed a survey approximately 4 months after birth. Women could complete the paper survey and return it by reply paid mail, complete the survey over the telephone (using a translator if required) or via a secure online survey system. Reminder/thank you slips were mailed two weeks after the initial survey. Further details about the survey procedure can be found elsewhere [24] . Women who gave birth at home were excluded from this analysis.
Ethical approval for the Having a Baby in Queensland 2010 Survey was obtained from the Behavioural and Social Sciences Ethical Review Committee of The University of Queensland.
Measures
The measures uses in this analysis are found in Table 1 . A complete copy of the survey can be found at http:// www.qcmb.org.au/overview_of_the_survey_program#1.
Data analysis
Data were analysed using IBM SPSS Statistics for Windows (version 21.0) [32] . Chi square analyses were used to examine differences between the sample and the population of birthing women in Queensland to assess sample representativeness. All further analyses were adjusted for non-modifiable demographic variables known to affect access to care (age, parity, level of education, country of birth, Aboriginal and/or Torres Strait Islander identification and area of residence) to remove any variance associated with them. A series of multivariate logistic regression analyses were conducted to examine associations between sector of birth and postpartum care including Area of residence was calculated from postcode using Accessibility/Remoteness Index of Australia and classified as City, inner regional, outer regional and remote. What is the postcode of this town or suburb?
length of hospital stay. Hierarchical multivariate binary logistic regression analysis was used to assess factors associated with satisfaction with the amount of postpartum contact with care providers, parenting confidence and feeling depressed in the time after birth. We chose to use logistic regression with dichotomous coding of the 'top score' for all outcomes (rather than assessing associations with a more graded response) to enable the prediction of markers for optimal care.
Demographic variables were simultaneously entered at Step 1. Birthing sector was entered at Step 2. To determine associations between initiatives proactively delivered by health services and each outcome, length of hospital stay, being telephoned by a care provider, visited at home by a care provider and given contact details of someone to contact any time, were simultaneously entered at Step 3. The final step in the model contained additional initiatives undertaken by women (having visited a midwife or nurse and having visited a GP).
Due to the large sample size, Alpha was set at 0.01 for all analyses.
Results
Sample characteristics
After exclusions (due to neonatal death and lack of contact details (N = 99) and returned to sender (N = 543)), 20 371 survey packages were delivered. Of the 7,193 (35.3%) responses, 760 were excluded from this analysis because the woman birthed outside a hospital or birth centre or was missing data for sector of birth facility, postpartum care, satisfaction with postpartum care, parenting confidence, feeling depressed after birth, or for a covariate, leaving 6433 women for inclusion.
The majority of women were multiparous (54.4%), had completed secondary school (90.3%), resided in a city (64.0%), were born in Australia (80.4%) and did not identify as Aboriginal or Torres Strait Islander (98.4%) (see Table 2 ).
Compared with the population of birthing women in Queensland in 2010 [33] the sample somewhat underrepresented women who were younger than 20 years of age (2.2% in the study sample vs. 5.5% in the Queensland population), were multiparous (54.4% vs. 59.2%) identified as Aboriginal or Torres Strait Islander (1.6% vs. 5.8%) and over represented women living in a city (64.0% vs 59.7%) (see Table 2 ). Women who birthed in a public facility were also under-represented in the sample (58.3% vs. 69.0% χ 2 (1) = 344.77 p < .001).
Associations between sector of birth facility and postpartum care
After adjustment for demographic factors, women who birthed in a public facility were more likely than women who birthed in a private facility of staying in hospital less than 24 hours after birth, and of receiving the details of a care provider they could contact at any time (see Table 3 ). They also had more than six times higher odds of being telephoned by a care provider, more than 34 times the odds of being visited at home, and more than five times the odds of visiting a GP within 10 days of being at home than women who birthed in a private facility (see Table 3 ). Women birthing in a public facility had significantly lower odds of visiting a nurse or midwife in the 10 days after their hospital discharge (see Table 3 ) than women who birthed in a private facility (see Table 3 ).
Factors associated with satisfaction with amount of postpartum care received
After adjustment for demographic differences, women who birthed in a public facility had twice the odds of being satisfied with the amount of postpartum care they received than women who birthed in a private facility (see Step 2, Table 4 ). However, the association between sector of birth and satisfaction with the amount of care was no longer evident after the inclusion of postpartum initiatives proactively delivered by health services (see Step 3, Table 4 ). After controlling for demographic factors, sector of birth, and all other types of postpartum care, women had significantly higher odds of being satisfied with their postpartum care if they had been telephoned or visited at home by a care provider within 10 days of being discharged, had access to the contact details of a care provider for 24-hour support and had visited a nurse/midwife or a GP (see Step 4, Table 4 ). Length of hospital stay was not associated with satisfaction with amount of postpartum care after accounting for all other factors (see Table 4 ).
Factors associated with parenting confidence
Women who birthed in a public facility had 1.33 times the odds of being confident in their parenting than women who birthed in a private facility, after adjustment for demographic differences (see Step 2, Table 5 ). However, the significant association between sector of birth and parenting confidence was no longer evident after the inclusion of postpartum initiatives proactively delivered by health services (see Step 3, Table 5 ). After controlling for demographic factors, sector of birth, and all other types of postpartum care, women had significantly higher odds of parenting confidence if they had contact details for 24-hour support, and significantly lower odds of parenting confidence if they had visited a nurse or midwife in the 10 days after birth or stayed in hospital 3 nights or more (see Step 4, Table 5 ). Having received a telephone call or home visit, and having visited a GP, were not significantly associated with parenting confidence.
Factors associated with feeling depressed after birth
After controlling for demographic factors, the odds of feeling depressed sometimes or often for women who birthed in a private facility (32.2%) were not significantly different from women who birthed in a public facility (34.8%) (AOR =1.126, 99% CI = 0.97-1.13, p = 0.04; data not shown). Therefore, the potential mediating effects of postpartum care in associations between sector of birth and feeling depressed after birth were not further examined.
Discussion
Associations between sector of birth, postpartum care and satisfaction
This study found significant differences between sectors for the services received and provided for postpartum women following hospital discharge. Although women who birth in the public sector are more likely than women who birth in the private sector to be discharged from hospital less than 3 nights after birth, [24] they are also more likely to have contact with a health professional in the first 10 days after leaving hospital. This contact is either proactively organised by the health care system (e.g. telephone calls, home visits and provision of contact details) or self-initiated by women (e.g. by visiting a GP). After adjusting for demographic variables including parity, highest level of education, maternal age, area of residence, country of birth and Aboriginal and/or Torres Strait Islander identification, women who birthed in a public facility had twice the odds of being satisfied with the amount of postpartum care than those who birthed in a private facility. However, the association between sector and satisfaction was mediated by postpartum care received. Women had higher odds of being satisfied if they had contact with a health professional within 10 days of hospital discharge (either organised by the hospital or self-initiated) or had been provided with the details of a person they could contact 24 hours a day regardless of where they birthed or their length of hospital stay. Sector did not impact on whether women felt depressed sometimes or often after controlling for demographic factors. These findings are consistent with those found by Buist et al. [19] in which any effect of sector on depression was mitigated by education and income.
These results clearly demonstrate that women in the public sector are significantly more likely than women in the private sector to receive a telephone call or home visit and to visit their GP, regardless of length of stay, and that this contact has a corresponding positive association with maternal satisfaction with the amount of contact. From the public sector perspective, implementing UPNCS has ensured that the majority of women receive a telephone call and/or home visit within 10 days following discharge. Women who birth in the public sector in Queensland are also advised to visit their GP within the first two weeks postpartum. Compliance with this advice is reflected in the higher proportion of women birthing in the public sector accessing their GP. These strategies appear to be a positive step in improving maternal satisfaction with the amount of contact received.
In contrast, there are no comparable programs for early post-discharge contact for women who birth in the private sector in Queensland [30] . Home visiting has often been a feature of early discharge programs [34, 35] . Women's typically longer hospital stays in the private sector may explain why only a small proportion received a home visit. However, a longer hospital stay does not explain the lower incidence of telephone follow-up or self-initiated visits to a GP. A similar lack of availability of home visits by a domiciliary midwifery service for women in the private sector has also been noted in the States of Western Australia [20] and Victoria, [36] but there are no further data describing other health professional contacts in the postpartum period between sectors. Studies have found that even when women who birth in a private hospital are visited at home, they tend to be less satisfied with the style of midwifery care they received, particularly with regard to being given information that was easy to understand and having an active say in the treatment provided [20] .
More broadly, the literature on the impact of universal postpartum contact is mixed, with some studies finding improvements in satisfaction [37] , particularly with home visits [38] [39] [40] , and others finding little difference in outcomes such as breastfeeding rates [41] , depression, and hospital readmission [42] [43] [44] [45] . While home visits were associated with higher odds of satisfaction with amount of postpartum contact in this study, other contacts were still effective. Therefore, it is important to assess the most cost effective method of providing postpartum care in the community so that maternal satisfaction and other outcomes are optimised.
Associations between sector of birth, postpartum care and confidence
While women in the public sector had higher odds of being confident caring for their baby after hospital discharge, the association between sector and confidence did not persist when adjusted for postpartum health professional contact and length of stay. As mothers were asked to rate their confidence when first at home after their hospital stay, it is not surprising that confidence was not influenced by the amount of postpartum contact they received following discharge, from midwives, nurses or GPs. However, increasing length of hospital stay and visiting a nurse/midwife after discharge were associated with lower odds of being confident. These findings may be explained, in part, if the longer stay was due to a maternal or infant problem (including caesarean birth), and visits to a nurse/midwife were primarily because of difficulties experienced rather than a routine check. Nevertheless, it is unlikely that these factors can fully account for the differences found, especially as women birthing in private facilities routinely stay for more than 3 days. Regardless of length of stay, it is important that women feel empowered to care for their babies while in hospital. It may be the type of care received, rather than length of stay per se, that influences parenting confidence. Women commonly report receiving conflicting information when in hospital, particularly for breastfeeding [46, 47] which may negatively impact parenting Table 4 Hierarchical multivariate logisitic regression to assess factors associated with satisfaction with the amount of postpartum contact 1 Step 2 2 Step 3 3 Step 4 Step 1(not shown) simultaneously adjusted for age, parity, level of education, country of birth, Aboriginal and/or Torres Strait Islander identification, and area of residence.
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Step 2 adjusted for sector of birth.
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Step 3 adjusted for initiatives proactively delivered by health services (length of hospital stay, being telephoned by a care provider, visited at home by a care provider and being given contact details of someone to contact at any time). 4 Step 4 adjusted for initiatives undertaken by women (visiting a midwife or nurse and visiting a GP).
confidence. Although more than 80% of women from both sectors had the details of someone they could contact 24 hours a day, this was the only factor that improved a mother's odds of being confident in her parenting ability. In summary, differences in postpartum care are associated with differences in satisfaction with the amount of care between sectors, but not differences in confidence. While all forms of contact (telephone, home visit, or visiting a nurse/midwife or GP) were associated with improved odds of maternal satisfaction, there was not a similar improvement in the odds for confidence. Having access to a heath professional that women could contact 24 hours a day was associated with improved odds of both being satisfied and confident, irrespective of sector.
While it is often considered that women in the private sector receive better care, and are more satisfied with the quality of their in-hospital care [24, 48] , the lack of follow-up health professional contact is related to poorer levels of satisfaction with postpartum support [20, 25] . Similarly, longer lengths of stay (3-4 nights), commonly found in the private sector, are thought to allow women time to recover from the birth [36] and provide an opportunity for mothers to become more confident managing their babies with professional support close at hand [25, 49] . Some women view domiciliary midwifery visits as a poor substitute to in-hospital care, feeling more secure and having peace of mind while in hospital [25, 49] . However, in this study, longer hospital stay was not associated with improved parenting confidence and the type of care women receive while in hospital may, in fact, disempower them in the early postpartum period.
Limitations
The most important limitation of this study is the response rate of 35%. Confidential sampling via the Registry of Births, Deaths and Marriages meant we were unable to Table 5 Heirachical multivariate logistic regression to assess factors associated with parenting confidence 1 Step 2 2 Step 3 3 Step 4 Step 1(not shown) simultaneously adjusted for age, parity, level of education, country of birth, Aboriginal and/or Torres Strait Islander identification, and area of residence.
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Step 2 adjusted for sector of birth. 3 Step 3 adjusted for initiatives proactively delivered by health services (length of hospital stay, being telephoned by a care provider, visited at home by a care provider and being given contact details of someone to contact at any time).
send tailored reminders to non-responders to encourage survey completion, or obtain further data determining the precise impact of the response rate on the representativeness of the sample. However, the marginal differences between this sample and the population of birthing women would be unlikely to affect the results of this study. We have only included satisfaction with amount of postnatal contact, but there may be different associations between the type of care received or sought and satisfaction with the quality of care received postnatally. It is also possible that we have not accounted for all confounders. More research, particularly qualitative research, is needed to determine the relative effects of different types of contact (from who? for what?) on women's perceptions of the quality of their care and other outcomes (breastfeeding, mental health, etc.).
Conclusion
This study found that women birthing in the private sector had significantly lower odds of receiving health professional care after hospital discharge compared to women birthing in the public sector. To improve maternal satisfaction with post-discharge postpartum care women should routinely have contact with a health professional within 10 days of discharge, regardless of length of stay or sector of birth. This contact may be face-to-face or by telephone, and provider or mother initiated. Increased length of hospital stay does not compensate for lack of contact following discharge. Therefore, all women should have the expectation of speaking to and/or seeing a doctor, midwife or nurse soon after they are first at home with their baby.
Providing women with details of a person they can contact 24 hours a day if they have concerns will improve both satisfaction and confidence and is a simple and inexpensive first step to implement. Further research is needed to explore the factors that might explain the association between longer length of hospital stay and poorer confidence. 
